compared with the individual RNs' educational level. Interestingly, my friend and I have master's degrees in education-counseling from the same university, and I also have a MSN in psychiatric-mental health nursing. My null statement is that there is no relationship between nurses' educational level and their decision to restrain.
In addition, I love the Journal! Where else can we get great articles pertinent to today's world of psychiatric nursing? Any articles about adolescents are greatly appreciated!
Response:
I greatly appreciate Ms. Hutter's interest and thoughtful comments about my article. It has been established that nurses do view the decision to restrain as a moral practice dilemma in which they must balance the patient's right to self-determination with the desire to protect the patient and others from harm (Bower, McCullough, & Timmons, 2003; Lee et al., 2003; Marangos-Frost & Wells, 2000) . It has been suggested that the focus of research regarding aggression management should now move toward prevention and safe alternatives to restraint. To accomplish this, it is essential that leadership establish a culture that values restraint reduction and a clear restraint reduction plan. This has been shown to be possible, and models exist that can be applied to this end (Huckshorn, 2004) . We should move beyond questions about who, what, or how we use restraint. Now is the time to seriously question why we use it when it is becoming increasingly clear that there are ways to either minimize or eliminate its use altogether. For those who have boldly taken this stance, the key seems to be establishing an organizational commitment and a strategic plan to reduce or eliminate restraint use. Some argue whether the elimination of restraint use altogether is a realistic goal (Liberman, 2006) , but certainly it is a worthy aspiration. It is interesting to me that the research presented throughout this article showed that nurses with more years of experience were more likely to restrain, because I would be inclined to think the opposite. One would think that after years of experience dealing with situations that are worthy of restraint, nurses would have a better understanding of interventions to help de-escalate a client rather than immediately restraining. It seems that better education and nurse empowerment is imperative to better handle this issue.
RefeRences
Despite federal regulations that physical and chemical restraints are equal, it seems that it is much easier to chemically restrain someone than to physically restrain them. Perhaps this is because when we physically restrain someone, we are the ones to do the restraining, whereas when we chemically restrain someone, it is simply a pill or injection that does the work for us, and we can walk away from the situation. However, both methods have psychological effects for the client and the nurse. Many times in the assisted living facility at which I work, I have seen as-needed medications administered to clients when they probably could have been de-escalated with more oneon-one attention from the staff.
Although overall there has been an improvement in the use of seclusion and restraints in hospital settings, there is still room for improvement. With better staff education on interventions for deescalation, we will continue to improve patient care and reduce the negative psychological effects restraints have on clients. It is inspiring as a student about to enter the field to see that there is an effort to reduce seclusion and restraint, and that simply with better education and empowerment I will be entering a field in which I feel comfortable caring for all kinds of clients.
Victoria Miner
Old Town, Maine occupational theRapy should be paRt of conveRsion disoRdeR tReatment To the Editor:
The article "Treatment of Conversion Disorder: A Clinical and Holistic Approach" by Tocchio (August 2009, Vol. 47, No. 8, pp. 42-49 ) caught my attention and interest as a graduate student of occupational therapy. The reason this article interested me was because of an occupational therapy fieldwork experience I had encountered in an acute care hospital setting. On the primarily orthopedic floor, we received a referral for a client with a sudden onset of not being able to walk. Along with occupational and physical therapy services, the client was also being extensively evaluated by various physicians and neurologists to determine a diagnosis they had believed to be medical or neurological in nature. After approximately 2 weeks, it was determined that the client did not qualify to attend an inpatient physical rehabilitation facility because the physicians were not able to make a diagnosis that deemed it appropriate to receive rehabilitation services. It was eventually determined that the client's condition was psychiatrically based, and he was referred to an inpatient psychiatric facility at hospital discharge before a diagnosis of conversion disorder was formally made. It was after the client was discharged that my fieldwork supervisor and I did some research and realized it was probable that he was experiencing conversion disorder.
In terms of treatment, the experience of the client I had seen was similar to Teresa's case from the article. In both cases, the treatment teams were challenged with how to address the clients' needs. This is where I see occupational therapy as being an important part of the team, because occupational therapy focuses on using holistic treatment approaches and clientcentered care. Hardaker, Halcomb, Griffiths, Bolzan, and Arblaster (2007) performed a review of the literature to identify the role of occupational therapy in adolescent mental health. They emphasized the importance of occupational therapy in mental health settings, because the roots of the profession are embedded in psychology. Occupational therapy's role in all settings, including mental health, entail "assisting individuals to gain and maintain independent living, manage in community settings and engage in productive, meaningful and enjoyable activities" (Hardaker et al., 2007, p. 2) .
In conclusion, I believe incorporating occupational therapy in the treatment of conversion disorder and other mental illness is important, as supported by the evidence from Hardaker et al. (September 2009, Vol. 47, No. 9, pp. 19-22) . Although Cangelosi does a sound job calling attention to a relevant issue as it pertains to the older adult population-particularly in consideration of the growing demographic and imminent changes in health care services-her article seemed to lose its focus and address issues more relevant to the individuals receiving care rather than concentrating on the relevance to caregivers.
For many individuals within the older adult population, aging in place has become both a desire and a necessity. The independence and quality of life associated with aging in place is appealing to many individuals within this population, although with rising health care costs and the current state of the economy, many more Americans are forced to reassess where they spend the latter days of their lives, without consideration of the state of their health and well-being. According to Mason et al. (2007) , an estimated 22 million older adults currently receive care from spouses or adult children, with an anticipated increase to 40 million by 2050. In addition, spouses comprise 38% of this cohort in North America (Sussman & Regehr, 2009 ). In addressing the needs of caregivers explicitly in terms of the experiences of adult children provid- It is also about the staff's journey from having predetermined judgments and concrete standards of care to being more open to alternative therapies and willing to accept the strong connection between mind and body. It is about how this patient with conversion disorder taught us that, given the right environment, time, and skills, patients can play a large role in healing themselves. She taught us to have hope and to see there can be positive outcomes in psychiatric nursing. It is about these two experiences joining on one path to wellness.
BAckgrouNd
The news of this patient's pending arrival quickly made its way through the staff. We were admitting a 19-year-old woman with a diagnosis of conversion disorder. She had been an active, vibrant, high-achieving adolescent with excellent grades in school, but now she would at times be blind or unable to ambulate and would vomit after every meal. We were informed she could occasionally be paralyzed from the mouth down and would have multiple "seizures" every day. This had been her plight and her parents' nightmare for the past 2 years.
The staff's first reaction was, "What are they thinking? How can we care for someone like this?" Typically, our patients are adults who can walk and complete their own activities of daily living. This patient had already experienced multiple hospitalizations. We were assured she had been medically evaluated at some of the best facilities, including an extensive neurological examination that indicated her seizures were not neurologically based but "pseudoseizures." Despite the "good news" of the medical clearance, this patient had at times needed intravenous therapy and even nasalgastric tube feedings, so we would have to monitor her closely. She had an around-the-clock caregiver at her home to meet her needs.
coNversioN disorder
Conversion disorder falls under the broader heading of somatoform disorders. The common features of these disorders are the occurrence of physical symptoms that are not explained by a medical or neurological condition or by a substance abuse problem. The symptoms must cause significant distress or physical impairment ("Conversion Disorder," 2005) .
According to the Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text revision (DSM-IV-TR) (American Psychiatric Association [APA], 2000), conversion disorder is a psychological disorder in which the essential feature is the presence of symptoms that affect voluntary motor or sensory function. It is not diagnosed if the symptoms are caused by a belief in a culturally sanctioned behavior or if the patient's only symptoms are related to pain or sexual dysfunction. Although conversion disorder is a psychiatric disorder, it is rarely seen by psychiatrists. Because the symptoms appear neurological, a neurologist or primary care physician is usually the first to be consulted. Once a medical reason has been ruled out, these patients are referred to a psychiatrist.
The symptoms of conversion disorder can include a loss of senses, such as being blind or deaf. Paralysis can occur, but it is usually in one leg or arm, and seizures are simulated and usually occur without incontinence, Letters to the Editor ing care, Cangelosi has missed out on covering the needs of the entire caregiving population, including a large subsection of this population.
It is understandable that Cangelosi would choose to focus on dementia-related disease given current statistics, yet she still fails to address the needs of other relevant issues, including caring for individuals who are not aging productively from a variety of physiological and psychological standpoints, as well as the subsequent effects on the caregiver. In fairness to those experiencing burden, and in consideration of the expressed intent of Cangelosi's article, her focus became too narrowed and excluded the fact that the caregiver is potentially at risk for experiencing burden, regardless of the counterpart's diagnosis.
Although Cangelosi's article does narrow in scope, she provides a valuable service in calling for further attention to be paid to this issue by policy makers and researchers alike. Given that the ever-growing older adult population, health care reform initiatives, and recent economic crisis have all affected programming that provides respite for caregivers and disabled older adults, health care professionals and providers of respite services should be fully aware that many caregivers either downplay or do not have the ability to recognize their own physical and psychological decline (McConaghy & Caltabiano, 2005) . Therefore, health care professionals have a responsibility to listen to, educate, and advocate for the individuals they are serving.
In conclusion, although Cangelosi does an excellent service in raising awareness of this prevalent and ever-growing issue, as well as in calling for more quality, robust research to better serve this population, there is definite opportunity for further expansion of this article, as well as for further discussion within the health care field and beyond.
